Twenty-five patients with periprosthetic femoral fractures were admitted to the Ulster Hospital between August 1998 and May 2000. Average age was 77 years (range, 42-96 years) with a female to male ratio of 2:1. Twenty-four of the fractures occurred following primary joint arthroplasty on average 7.6 years from insertion of the primary prosthesis. One patient sustained an intraoperative fracture during revision surgery. In the majority (80%), the periprosthetic femoral fracture was associated with a traumatic event. On average, two days elapsed from the time of injury until admission to our unit. Time from admission to surgery was on average 4 days. All patients were treated by open fracture fixation. Duration of stay in the fracture unit was on average 20 days. Prior to their fracture 92% of patients were living at home and 84% were mobile either unaided or with the use of a stick. At most recent review, 72% are back living at home and 60% are mobile either unaided or with the use of a stick. We emphasise that there is the likelihood of an increase in periprosthetic femoral fractures due to the increasing number of primary arthroplasties being performed on a more active, ageing population. Preventative measures and cost implications are also discussed.
INTRODUCTION
Fractures of the femoral shaft after total hip replacement are increasingly common, and present a complex management problem.1 Incidence varies from 1% after primary hip arthroplasty to 4% after revision surgery.2 Periprosthetic femoral fractures may occur intraoperatively or in the postoperative period and many predisposing factors have been identified. 3 Patients are often elderly and frail thus adding to the difficulties faced by the orthopaedic surgeon when dealing with this complex injury.
Management may be conservative including such measures as skeletal traction and cast bracing. However in the majority of cases surgical intervention is required to achieve stable fracture fixation and to avoid the complications of prolonged bed rest. Due to the complex nature of these fractures, they therefore place a greater demand on medical, nursing and rehabilitation resources and with the ever increasing number of primary hip arthroplasties coupled with the ageing population, prevention of these fractures should be the key aim of the orthopaedic surgeon. We present an audit of the management of periprosthetic femoral fractures in our unit and discuss the impact that the ageing population will have on the provision of services for this group of patients.
PATIENTS AND METHODS
We reviewed the charts and radiographs of 25 patients with periprosthetic femoral fractures treated in our unit between August 1998 and May 2000. Age, gender, side, type ofprimary prosthesis and date of insertion, primary diagnosis, event leading to fracture, date of injury, referring hospital, time delay to admission to fracture unit, presence of pain prior to fracture, mobility and living circumstances were recorded for each patient. Preoperatively, the femoral fractures were classified according to Johanssen etal," into three types (Type I-fractures proximal to the tip of the prosthesis, Type II-fractures through the tip, and, Type III-fractures distal to the prosthesis). The presence of radiolucent lines surrounding the femoral and acetabular components was noted. These were classified into zones according to Gruen 5 Of the 24 postoperative fractures, 20 fractures were associated with a fall. The remaining four fractures were atraumatic in nature (two occurred whilst walking, one resulted from a twisting injury and one occurred whilst turning in bed). Five of these patients were referred via our own casualty department, with the remainder being referred from ten different hospitals distributed throughout the province (Table I) . Average time from fracture to admission to our unit was two days (range, 0-eight days). Fourteen patients were ASA grade II, 10 were grade III and 1 grade IV. Four Type I, 19 Type II and 2 Type III fractures were identified. Time from admission to theatre ranged from 0 to 13 days (average, 4 days). In most cases, patients were delayed because of medical complications, most commonly cardiac or respiratory in origin. In the early postoperative period, three patients developed urinary tract infections and one patient had a superficial wound infection. All cases were successfully treated with antibiotic therapy. Prior to sustaining their fracture, twenty-three patients were living in their own home, one patient was living in a residential home and one was resident in a nursing home (Table II) . Twelve patients were mobile without aids, nine patients required a stick whilst walking, three patients required the use of a zimmer and one patient was wheelchair bound (Table III) . All patients with a loose prosthesis had hip pain prior to their fracture. Regaining independence and relief of pain in the early postoperative setting contribute to enhancing the patient's quality of life.
In conclusion, periprosthetic femoral fractures are becoming increasingly common. With over 2000 primary arthroplasties being performed in Northern Ireland each year, coupled with an ageing, more active population, we predict that the incidence of periprosthetic femoral fractures will increase steadily. Prevention, through improving surgical technique, early detection of loose prostheses and early revision arthroplasty with routine outcome review, should be the primary approach to this problem.
